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Summary

Purpose

-- The purpose of the present study was to facilitate understanding ot the

nature of mental disorder diagnoses by examining the extent to which the

degree of diagnostic specificity (i.e., group, type, or subtype) and the

social context (i.e., certain circumstances under 1,which diagnoses take place)

affect diagnostic agreeqient (the reliability of measures across time). Also,

the present study investigated the transformative nature of certain mental

disorder diagnoses (i.e., how some mental disorder diagnoses change by their

very nature) by trackirng classifications both into and out of particular

diagnostic categories.

Approach

The approach of this study was to analyze data from the Navy Enlisted

Career/Medical History File. The population consisted of all hospitalized

cases of active duty, enlisted Navy personnel between 1981 and 1984, inclu-

sive, with a mental problem as the primary diagnosis. Two nonexelusive

subsamples were investigated. The first subsample (N=2,132) consisted of
hospitalizcd cases whi.ch were latRe elve U by a U.S. Navy Fhysicai tvai-

uation (P.E.) Board. The second subsample (N=5,402) consisted of cases

involving multiple hospital admissions for a mental disorder.

Findings

Diagnostic group (i.e., psychotic versus nonpsychotic) was a more reliable

measure than diagnostic type (e.g., schizophrenia versus personality disor-

der). Diagnostic type, in turn, was a more reliable measure than diagnostic

subtype (e.g., chronic catatonic schizophrenic). And, certain diagnostic

types aild Suutypes wete consistently more reliable across time than others.

Except for alcoholism and personality disorders, the Kappa values associated

with diagnostic types and subtypes in the P.E. Board subsample were signifi-

cantly larger than those in the multiple hoepitalization subsample.
Conclusions

The present study found that degree of diagnostic specificity and the

social context affected the reliability across time of ICD-9 mental disorder

diagnoses. Also, the nature of certain mental disordcrs (i.e., disorders

which progressively deteriorate, those which resemble one .notheL because of

shared features, and those which occur in combination with other disorders)

affects diagnostic reliability.
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Introduction

In a recent article in Science, Faust and Ziskin (July, 1988) argued cor-

rectly that many studies have demonstrated the poor reliability of specific

mental disorder diagnoses, but then also created the false impression that:

1) all mental disorder diagnoses are similarly unreliable, and 2) the inac-

curacy of diverse torms of clinical judgement, as indicated by the inability

of clinicians to achieve diagnostic agreement, to predict violence, feigned

behavior, or brain damage, is attributable to a common set of limitations

(i.e., the same factors explain problems in very different and complex areas

of clinical judgement). Spitzer, Williams, and Pincus (Science, Novembet,

1•38) reSpo. uu uy Saying thLa pychIatty las Lecognzi/ed tlPe problemiD, is doing

something about it, and that the "rest of medicine also has problems with

reliability." Joseph Matarazzo (quoted by John Bales, Monitor, January.

1989), the current President of the American Psychological Association,

responded by saying that Faust and Ziskin's (1988) conclusions were based on a

narrow review of tine literature (i.e., primarily negative studies) and i•aioued

other studies which do not suffer from methodological flaws. However, neither

the critique by Faust and Ziskin (1988), the defense by Spitzer et al. (1988),

nor tne corrective cUnnnnenrts by Matarazzo (Bales, 1989) provide a clear agenda

for understanding the nature of mental disorden diagrnoses, or suaggest ways to

improve diagnostic reliability.

The ptrrpose of the pr esent1 study was to facilitite lcurielsiaridillg ft the

nature oi mental disorder diagnoses by examining the extent to whiich the

degree of diagnostic specificity (i.e., group, type, or subtype) and thir:

social context (i.e., the diffecent conditions under which diagnoses take

place) affects diagnostic agreement (i.e.. tire reliability of rieasures actrs

time). Also, the present study iii, ,stigated the trii-sfottmative nature of

certain mental disorder diagnoses (i... 1mw some diagrroscs may cirange b:,

their very nature) by tracking class ifidations 0 both i ri to arld out ot pat t i uti 1a

diagnostic categories.
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Methods

Subj ects

The population consisted of all hospitalized cases of active duty, ell-

listed Navy personnel bhtween 1981 and 1984, inclusive, with a mental problem

as the primary diagnosis. Two non-exclusive subsamples of this population

were investigated, which coiresponded to different social contexts. "rhe first

social context subsample (N=2,132) consisted of hospitalized cases which were

later reviewed by a U.S. Navy Physical Evaluation (P.E.) Board. Tihe meani

length of time between hospitalization and last P.E. Board review was 206.74

days (sd=214.45). The second social context subsample (N=5,402) consisted of

cases involving multiple hospital admissions for a mental disordel . 'Ihe mean

1h igths of time between hospitalizations were: 1) 143.55 days (sd=225.08)

between first and second hospitalization, 2) 11J.82 days (sd=187.59) between

second and third hospitalization, 3) 91.00 days (sd=149.42) between third and

fourth hospitalization, 4) 91.45 days (sd=139.05) betwcen fourth and fifth

hospitalization, and 5) 176.78 days (sd-251.13) between fhrst and last hospi-

talization.

Procedures

Data Lollectior Procedures. Data were obtained fromn the Navy Enlisted

Career/Medical History File (NECMHF). NECMHF is based on two compiled files.

One is the Service History File, which consists of demographic and military-

service history data from Navy Military Personnel Command in Arlington, Vir-

ginia. The other is the Medical History File, which contains hospitalization,

death, Medical Board action, and Physical Evaluation Board action data from

Naval Medical Data Services Cen r in Bethesda, Maryland. NECMHF is compiled

and maintained by the Naval Health Research Center. San Diego, California

(Garland, Helmkamp, Gunderson, Gorham, Miller, McNally, & Thompson, 1987).

Coding Procedures. Primary mental disorders were based ott ICD-9 codes and

were coded to correspond to three levels of diagnostic specificity. The three

levels, which are hencefoith refelLed to as group, type, and subtype, cotle-,'-

spond, respectively, to low, moderate, and high degrees of diagnostic specifi-

city. At the lowest level of diagnostic specificity, the group level, all

mental disorder diagnoses vete relegated to either the psychotic (all psycho.

tic diagnoses combined) or nonps:chotic (all nonpsVchotic diagnoses co,,hi ned

groups. At the moderate level of s',c-iiicity, the type lev!cl, the Lattgc of

possible tiental disorder diagnoses included thie following diagnostic typesý:

1) organic psychoses, 2) schizophrenia, 3) affective psychoses, 4) pala-
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noia, 5) other psychoses, 6) unspecified psychoses, 7) neurotic disorders,

8) personality disorders, 9) alcoholism, 10) transient situational distur-

bance, and 11) drunkenness. At the highest level of specificity, the subtype

level, each type of mental disorder diagnosis was further classified into its

specific subtypes (e.g., chronic catatonic schizophrenic). In both subsam-

ples, five contrasts involving the three levels of diagnostic specificity

(group, type, and subtype) were computed to assess diagnortic reliability

across time: 1) psychotic group versus nonpsychotic group at '1..c 1 was

compared to psychotic group versus nonpsychotic group at Time 2 (2 x 2 Table),

2) all types of mental disorders at Time 1 were compared to all types oE men-

tal disorders at Time 2, 3) all subtypes of mental disorders at Time 1 were

compared to all subtypes of mental disorders at Time 2, 4) each type of men-

tal disorder versus all other types combined at Time 1 was compared, respec-

tively. to its corresponding type of mental disorder versus all other types

combined at Time 2 (2 x 2 Tables), and 5) each subtype of mental disorder

versus all other subtypes combined at Time 1 was compared, respectively, to

its corresponding subtype of mental disorder versus ail other subtypes com-

bined at Time 2 (2 x 2 Tables).

Results

The degree to wtich diagnosis at Time 1 agreed with diagnosis at Time 2

was assesse3 using the Kappa statistic. Kappa assesses the chance-corrected

consistency (or reliability) of a set of measurements across time. Kappa

equals zero when obtained agreement equals chance agreement. Greater than

chance agreement leads to positive Kappa values, while less than chance agree-

ment leads to negative Kappa values. With negative values, the degree of

agreement has little practical importance (Cohen, 1960). Table 1 shows the

Kappa values for different levels of diagnostic specificity across multiple

hospital admissions and at time of hospitalization veisus time of last P.E.

Board review.

Two sets of analyses were conducted. The first set of analyses combined

the P.E. Board subsample with the multiple hospital admissions subsample in

order to assess the effect of diagnostic specificity on reliability across

time. The Wilcoxon Signed-Ranks Te!;t was used to compare the Kappa values for

different levels of diagnostic specificity. The Kappa values comparing psy-

chotic gioup versus nonpsychotic group at Times 1 and 2 were significantly
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larger than the Kappa values comparing: 1) all types of diagnoses at Time 1

versus all types of diagnoses at Time 2, and 2; all subtypes of diagToses at

Time 1 versus all subtypes of diagnoses at Time 2 (both Z values=-2.20, p

valuesjtwo-tailed]<.05). The Kappa vat ies comparing all tyrpes of diagnoses at

Time 1 veLsus all types of diagnoses at Time 2 were significantly large, than

those compaLing all subtypes of diagnoses at Time 1 versus all subtypes of

diagnoses at Time 2 tZ=-2.20, p[two-tailed]<.05). The Kappa values (Tables 2

and 3) for each respective diagnostic type versus all other types at Times 1

anid 2 were significantly larger than those for each respective diagnostic sub-

type 'rersus all other subtypes at Times 1 and 2 (Z=-5.03, p[two-tailed]<.CO1).

The second set of analyses combined the diagnostic types and subtypes in

the P.E. Board subsample, and combined the diagnostic types and subtypes in

the multiple hospital admissions subsample. The W;icoxon Sigiied-Rai;is Test

was used to compare the combined Kappa valhles of the two different subsamp'es

in order to assess the effect of the social context on reliabili y across

time. in subsample 1, Kappa values were computed to measure reliability at

tine of hospitalization versus time of last P.E. Board review. In sub-ample

2, Kappa values were computed to measure reliability at time of first hospi-

tal admission versus time of last hospital admission. The Kappa values of the

two subsamples (types and subtypes combined, respectively) did not differ

significantly (p=.1 6 ). However, two supplemental analysis were conducted to

assess the possibility that opposing directional, effects in the two subsamples

masked a social context effect. The first supplemental analysis consistei oi

only the types and subtypes with larger P.E. Board subsample Kappa values (12

of the 16 ranks or all types and subtypes except alcoholism and persona1 i tv

disorders) and found a significant ditterence between the two squsaniples

(Z=--3.06, pltwo-tailed] <.01). The second supplemental analysis consisted of

only alcoholism and persoiiality disorder types and subtypes (the remaining 4

ranks) and found a significant difference between tile two subsampics (Z=-i.83,

plone-tailedJ <.0)). Except tor alcoholism and personality diKsoriel , Rcappa

values were significantly larger in the P.E. Board subsample than iln ti.- liol-

tiple hospitalization subsample. The Kappa values for alcoholism and ptrson-

ality disorder types and subtypes were significantly larger in the mul tiplc

hospitalization subsample than in the P..E. Boaid subhainplel . Thus. 'lie ii;p•i•.:

of the social context on diagnostiu icr iabih i it: d tpcnded on tl,_, I.[d ti kilai

diagnostic type or subtype.
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Tablo I

Reliability (Kappa) Across rime of Mental Diagnosis bj Level of Specificity

Number of Hospital Admissicns - Time ot Iospi-
how talization vy.

Level of aecificlty 1 vs 2 2 vs 3 3 vs 4 4 vs 5 1st vs Last hear, Last FE Board
Group vs. Group .5f .57 .53 .67 .54 .57 .55
Type vs. Type .3, .37 .43 .44 .11 .39 .52
Subtype vs. 3ubtype .01 .14 .02 .03 .13 .07 .01

Table 2

ReliebiJity (Kappa) Across Time of Mental Diagnoris Type

Time of Hospi-

Number of Hospital Admissions talization vs.
Type vs. Else 1 vs 2 2 vy: 3 3 vs 4 4 vs 5 1st vs Last Last PE Board

Organic Psychoses .15 .0o .16 .15 .13 .31
Schizophrenia .5F .61 .63 .73 .58 .72
Affective Pty•hores .42 .57 :q .59 .38 .6
Other Psy:hoses .25 .30 .16 .66 .21 .35
Neuloses .26 .1? .11 -. 03 .22 .54
Personality Disorders .15 .36 .41 .40 .32 .1,
Alcoholism .52 .51 .47 .58 .50 .14
Transient Situational Disturbance .24 .22 .39 .26 .20 33
Drunkenness .10 .10 .19 .26 .09

Table 3

Reliabili..y (Kappa) Across Time of Mental Diagnosis Subtype

Time of llonpi-

Numbtr of Hospital Admissions talization vs.
Subtype v,. Else I vs 2 2 vt 3 3 vs 4 4 vs 5 1st vs Last Last PE Boatd

Organic Psychoses i14 subt;pes) .14 .05 .07.09 - .10 .23 .
Schizophrenia (11 subtypes) .44 .4t, -17 .54 .44 .55
Affective Psychoses (9 subtypes) .29 .36 .29 .41 .26 .40
Other I'sycho!;es (13 subtypesý .19 .23 1; .66 .16 .32
Neu•oses (8 subtypes) .23 .13 .13 -. 02 .11 .50
Personality Ds5srders (9 subtypes) .29 .32 .44 -40 .26 .15
Alc)hoiism (6 subtypes) .42 .42 .41 .50 .39 .08
Transient Situational Disturbance .10 .10 _9 .26 0s .21

(12 subtypes)
Drunkenness (1 subtype) .17 .16 .32 .12 .15
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The pattern of diagnostic change was then assessed by examining 71assifi-

cations across time both into and out of a given type of mental disorder. Thze

pattern of diagnostic change of primary mental disorder diagnoses was diffet.-

ent in the two subsamples of the study. Tables 4-5 show the shift in diaqnne--

sis from time of hospi tali zat ion to time of last P.E. Board review. Tables
6- so teshf i piagcsis from time of first hospital admission to tifuc

of last hospital admission.

In the P.E. Board su~bsample,. diagnlostic chanigo ajppe-iied tU LC due tO th1e

problem of differential diagnosi:: of psy'chotic mental di-sorders (the failuire

to dis tinguish bctween different mcii tal disorders viii cl share part ictilai psy-

chot ic symptoms buit whi ch di ffer in the overall patter n Of p)syIChotic Symptom-

atolugy) and the progressive deterioration of somec nonpsychotic mental disZor-

ders. For example, Table 4 clearly shows that at time of last F.F. Boald

review, fouir of the SXpsy-chotic mental disorders (41,4,5,6) wele lot well

diffurentiated from schizophrenia and that 311 of the noip-sychiotic disoiders

(#7-1l) inidicated some deterioration into a more severe mental (psychotic)

disorder. Table 5 clearly show~s a consistent trend toward classitication into

a new, category of diagnosis at time of last P.L. Board review bLit cannot dis

tingi ~betwveeni -rhlems '-f -`I fofrent i,ý dzi rnois, and progi ess ive deterioz a

In the muiltiple admission subsample, on the other hiand, diagnostic change

"vas more2 complex and appeared to be duie to: 1) the problem of differential

diagnosis for. both )p, Cho0t 4 n nonj 10"nsychot ic di-sorders, 2) ttio pi oh)en] of

mu~ltiple diagnosis (clu~sters of di;orderls [e.g. , certain personalit~y disorders

and suibstanice abuise disorders] v hi cl are oft'entinies relD ted anid ijbichi clima:

alternate a!5 tho principal [ primary]I diagnosis), 3) and the progrcssi vc,

deterioration of somec nonp-svchot ic disorders. For example, Table 6, sho%'s

clearly that schizophrenic mud/oi per son1al in disorders wQL e [i equtently -oti

fused w~ith all seven psychiotic mnental di sot dens (#1-7). Table 6 also sc-

suibstantial di agnos tic change amlonig the notipsychut ic disorders that cotN I)(b-

attribuitable to progressive deteiioration, differential diagnlosis. or Imultiplu

diiagnosi s. Tile pattern of diagnostic change for drunikenness (#11), impropci

uise of drugs (#13), and net votisness/debiliity (W1) looks Iii ke. movoIlien o.' i

a ý-orsening ot symptoms. Thle pat tot i of chliniip Ii nure (#8)q ditui(p(

dence (#12), physical disox det Of Iocn oi giýn (ff114). 'Wpe('`

(#15), and Iiiiiiisicnt situlat ional diý-.-iibraii,'(i, could h(, 'ItIlitihi!a111l I)



Table 4

Clasnif icat ion Out of a Diaý,nont ic Type
at Tigen of Latst PA. Bloard

iiospitals~at-jion Diaqnosis ___r t. oa~d Diagnosi5

ljpsychosiq assuociated with othOL 's:;y~bosi' atsocial ad with

physical conditions' tn=241 othei 1.hysical conditions 1 -%
Schitophreflt& 46%
.P.ffectxve ]psychois0115

(2' Schizophreania )n=771) Schizophrenia 94%

Affe~tive psychosis 3%

(3) Affective psychosis )n-352) Affective, psychosis 84%.
Sc-hiro.phrenx& GIL
Netvousnsss/debility 4t

(4) Paranoid (n=46) Paranoid 411
Schitophren-a 26'"

(5) ,,ther psychosisý (n=
6
7) Other psy~chosis - 5%9

Sc hiz ophreT n ia 43%

(6) Unspecified psychosis (n=911 Unspecified pryohoalsi 01
Sc hi top h ten if a1

(7) Neuiroses (n=150) NellIr.!oAF,6s
Schizophrenia jot

Affective p~sychosis; a I

(6) IPersonality disoiders Mn=1601 1pesonality disorders 11%
schizophrenia ?2%

Affective p.,)chosis 18*

(q, Alcoholism In-90Y Alcoholism i
Schrizoph-enia
Affec:tiv, psychosisý 3l1 I

t(10) Tr ans ienr situat ionalI T -aruisient ! i t ust ona 1
dizsturbance (n-135 ) d is t uulazic.

Affective psychosiz. 211

Schizorhranaa 14%

(11) Neivo lsflsss/dobility (n=129) Neivuroses ýLd b l t 27'

Attec~tavc psychonsis 30*1

Nrutisse!. lit'



Table 5

Clsa8ficetilln Tn*o a Diagnostic Type
at Time of Last P.R. Board

Pl'e,3t•uiation Drt-guoss .U,. Board Diaqnosis

Schizophrenic 74* Vchizophteni4 tn-9841
Unstsc~ffied prgf~h"¶,s 55

£eiaonality dxsnocdzo- 5'
Other psychosis 3k
Affective psychosis 3%

(2 Affective psychosis 59% Affective psychosis (n-502)
Transient rituational t%

disturbance
Personality disorders 6%
Alcoholism 6%

{3 Paranoid 4V% Paranoid (n-41)

Personality disotd,,.': 13%

(4) Other psychosis 33% Other psychosis (n-52)
Personality disorders 12%
Schizophrenia 8%

(5) Uns|pecified psychosis 43% Unspecified psychosis (nt56)
Other psychosis 11%
Schirzophrenia 11%

(5) NeUrCses t4% Neuroses (n-1/2)
Transient zatustional 15%

disturbance
Nervousness/debility 11%
Personality disorders I'

(1) Personality disorders 31% Personality disorder.s (n=52)
Affective psychcsis 15%

Paranoid 13%
achi zophrenia 12%

(8) Physical disorder of 57% Physical disorder cf
psychogenic origin psychoginic oiigin (n=23)

Neuroses 30%

(9) Special symptoms, not 18% Special symptoms, not
elsewhdre classified elsewnere classified (n=4'j

Alcoholism 10%
Personality disorders 7%

(10) Transient situational 60% Transient sitrational
disturbance disturbance (n=57)

Nervousness/debility 18*

tIl) Nervousness/debility 37% Nervousnesb./d,.,:, lity (n)95)
Transient situational 16%

disturbance
Affective psychosis 15%
Neuroses 13%
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Table 6,

Clasnittfirst ion Onit of a Dlaqitoutic Yype
at~ Tine of Last itoapttalixatitin

Fi'2st lls~aiatl 'ansoLast llospital~itation Diagnovrus

(1) Alcohoclic psychosis n-$ Alcoholism 74V
SChi7.c'phrIO~Ii 9%

1.) SyCho:.s- I sos Id A IA JWI th ithIt 11 1I-ycllo-11 ft-sociatei withi
pllý .1cal coridit ic'n, ¶1- 3M otliet physical condit ions 14V

Schi;.oi-?lriana 32%

S. clioalt I ~ ndi 12% Iel

(4) Aft ec:t iva psyLlio-r 1 n- 12 2) Affective psiychosis M
l'ersonality dISOrders 19

($) l'a~anoid (n-'11 PaxsrlIod I14V
Schirznphirria 334
Versonality disor~derst 2<11

.)Ot herL psyohcsrs urt,- 7(1' that psychn~is 14 k
ýrhivsophienis 26V

ri'osonatity disor~ders 2 2V

() Un'ýpecxfied prsychosis~ (n 16) tinsprcifred psychosis 0
,chizopti~tania1%
F'er'!-nitlsIty disno rdo rs 22*
Affe~txv. psqychosis 10%

18) Neuoiruse (n=213) Nert,*ocog 221.
1 tr soxialir ty di not.der,!z 29%V
Al c I-or I Iv.m =;i

Trn !io ituational dtul. 13%

1)1 r'etonility disord~eis In4Itronrydisoideti, 57k
AI-rhu'1 i'; V3

Ttrsr-r~;ent 3ij~llit roriri d iot F. t 7111 %1I
S ch irop.h Ion ia

(101 AlcolwioIsm In=1,51 7
) AlICcoho-ISlist -724

rer sc!etilty dlisotclei S~

Tinyosienl si tiationAl dist iS,.

l~et c ons 1c ity I i 'i I d ̂i'q I.k

(12) Drug dependencep tn=!54 I DL in dependience 26.
Alcoholism26
I'st'sc(n a ti y di so pr s

o 1, .mropeiiue o f drugst 1ue2 9 1mpiopet f it .of dIuj
Alchl r 01 m I I

tll 1hyrcu,:alI d i ndeor o f )ryý-i calI dso I-rr o f
psyhc )ni rigin )iv ý2.71 psyc-hoenero oritin 30

1I Speci .Id yinpt 01iii. niot el se Spec Is 1 I iliptol Orb HiE, 5.11
where :lawisifed (NEC) !7-

2
R) PLesoitalily Ilorei '

06) Tiansieirt icitivitionitl disttrr Tiansient Jititifn1 itjIti. 23V
Lance (n-525) lersonauity, dis'rders 35;k

Alc roh ol11! im 18

'17) Nervol.snens/debilsty (ni=1141 Nsrvou!sness/debility 0
Personality d3isorders 26%
T Eson %i an t s i t urret o nal1 d i stt ra. b 1.
Alcoholism 13%



Table 7

Classification Into a Diagnostic Type
Lt Time of Last Iospitaliation

Flist Hospitalization Diagnosia Last Hospitalization Diagnosis

(1) Alcoholic psychosis 13% Alcoholic psychosis (n-46)
Alcoholism 67%

:2, P',-hosis associated with 21% Pky.'chosis associated with other

other physical conditions physical conditions (n=24}
Alcoholism 251
rLug dependence 17%

(3' Schizophirenia 531 Sch)rophtenia (n=3361

Personality disorders 101
Unspecified psychosis 9%
other psychosis 6%

(41 Affective psychosis 37% Aftective psychosis (n144)

Transient situational disturb. 11%
rersonality disorders 10%
:;ervousness/debiliry 10%

(5) Other psychosis 22% OtheL psychosis (n=46)

Personality disorder= 28%
Alcoholism 13%

(6) Unspecified psychosis 20% Unspecified psychosis (n=35)
Alcoholism i'-l
Other psychosis ll
schizophrenia 11%

(7ý Neuroses 32% Neuroses (n=185)
Transient situational disturb. 21%
Alcoholesirm ]
Versonality disorders 11%

(8) FeLsonality disorders 351 Personality disorders (n=895)

Transient situational disturb. 21%
Alcoholism 141
Neuroses 9%

(9) Alcoholism ,7% Alcoholism (n-11,
6 43)

Drunkenness 131
Transient situational disturb. 6t
Personality disorders 4%

k10' Drunkenness 21% Drunkenness (n=157)

Alcoholism 50%
personality disorders 9%
Tr,&hsiPrt situstional disturb. ?7%

j1,1 Drug dependence 30% DLug dependence (n=4
7

)

Alcoholism 26%

(12 Improper use of drugs 10k Improper use of drugs (n=40)

Alcoholism 30%
Drug dependence 18%

(13 Physical di'orr'er of 38 Physical disorder of

psychoge.tic origin psyhogenic origin (n:21)
Neuroses 33%

t14' Spece
1
• synproms, not 65% Special symptoms, NEC (n=23)

elsewhere classified (NEC)

Neuroses 13%
Plersonality disorders 13%

(151 Transient situational disturb. 311 Transient situational
Alcoholisn 221 disturbance (n=323)
Personality disorders 11%
Neuroses, 11 s

(16) Nervousness/debility 26% Nervousness/debility (n-9l)
Transient situational disturb. 20%
Personality disorders 12%
Neuroses 12%
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either differential diagnosis or multiple diagnoses. Tile consistent associa

tion of personality disorders (#9) and alcoholism (W10) suggests multiple

diagnoses.

Discussion

The present study found that degree of diagnostic specificity ,lnd thic

social context affected the reliability across time of ICD-9 mental disorder

diagnoses. Diagnostic gioup (i.e., psychotic ve'rsus nonpsychotic) was a morc

ieliable measure than diagnostic type (e.g., schizophrenic disorder or person-

ality disorder). Diagnostic type, in turn, was a more reliable measure thaii

diagnostic subtype (e.g., chronic catatonic schizophienic). And, certain

diagnostic types and subtypes (e.g., schizophrenic and chronic catatonic

schizophrenic, respectively) were consistently mole reliable across time than

others (e.g., personality disorder and antisocial personality disoordel,

respectively). Except for alcoholism and personality disorders, the Kappa

values associated with diagnostic types and subtypes in the P.E. Board subsan--

ple (time of hospitalization versus time of last P.E. B ard rcview) v•ee sig-

nificantly larger than those in the multiple hospitalization subsample (i.e.

time of first hospital admission versus time :f last hospital admission).

That social context effect was attributable to the fact that NPvy P.E. Boird.:

screen for more severe disorders as a primary basis for service discharge

(Kilbourne, Hilton, and Goodman, 1988). Moderate to large Kappa values in the

P.E. Board subsample indicated relative stability in the severity of a given

mental disorder (especially for psychotic types and subtypes), While low•Ier

Kappa valnn•s getnerally indicated a shift f'rom a les severe m1ntal dirU~deI to

a more severe mental disorder. For example, alcoholism is treated on either

an outpatient or inpatient basis in the U.S. Navy (e.g., the.e are trcatmcnt
ptograms lasting for six weeks in many Navy hospitals, which iiwieases fie

likelihood of diagnos tic agreement whiile in the hospital) and is not routiirle ."

used as the basis for service discharge (which decieases the likelihood of

diagnostic agreement if an individual initially hospitalized fol alcohol ism is

].ater reviewed by a Navy P.E. Board).

Thus, the rnature of certain mental disorders (e.(.I, aia;order s which p,,

gressively deteriorate, those wh.ich se.nemblc one another because of Shard

features, anid those which occul ill ,oml,jir Ii , -m'i tin othlc dlisrders) offter:

d iagnos tic reliability. Diagnos.tic tiran ,-g aind urr'cit miii!ri ( i .,.. .yrum I)(,

change and symptom overlap) are an inhierent aspect of some mental disotders.
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It may only be after a battery of psychological tests has been administered o!

treatment has begun that a final diagnosis can be specified with some degree

of confidence. Even then, the clinician might have to concede that the final

diagnosis is4 not the only possible diagnosis hut the mo,t plausible working

diagnosis. Notvithstanding, while problems ,.ith differential and multi, 1,

diagnosis are two aiens that clinicians need to w...oLk on to impiove diagnosti,

reliability (two areas that are emphasized in the revised third-edition of the

Diagnostic and Statistical Manual of Mental Disorders JDSM-lIl-R, 1987J), it

is also evident that diagnostic change can be affected by certain organiza-

tional settings and policies.

Taken together, these findings suggcst that in actual practice a "close

enough principle" steers most clinical diagnoses, and is probably the general

rule regardless of the classification system or range of diagnostic types exa-

mined. That observation is by no means alarming since eftective treatment is

not contingent upon diagnostic exactness. The matching of specific psyclic-

therapies or specific medications to specific mental disordcers is rot critvcal

for the successful treatment of most mental disorders. Treatment success has

resulted. in large part, fiom the nonsp'ecific effects of ther-apy (e.g., expec-

tations of help and hope, new learning experiences, successful outcomes, and

increased self-mastery [Frank, 1974; Sloan, Stables, Cristol, Yorkston, &

Whipple, 1975; Smith & Glass, 1977; Stiles, Shapiro, & Elliot, 1986j) andior

the general effects associated with a particular class of medication (e.g.,

neuroleptics, antidepressants, or sedatives/hypnotics). An individual s'rfer-

ing from a particular mental disorder may respond positively to any one of

many different forms of psychotherapeu tic interverition (e.g., psychodynamiu.

cognitive-behavioral, humanistic, etc.).

When specificity of treatment (c.g., behavior al or medical) liar been indi-

cated by the weight of empirical evidence, such specificity is really only

approximate in application. For example, thler ate several rechriiqircs of. the

behavioral approach or difterent forms of a particular class of medication

which produce similar effects, and the same techniqtre or form of medication is

not always administered in the same way. More importantly, such approximate

specificity in application does not hold true for all people at all times .,it,

a particular mental disorder.

Thus, for all practical purpose.'lii bil i fnt h ell ha>. lii tire ,ijagi,

tic "bull's eye" may impose limitatinnts; utjoui the ftill range of ,::y;iutielp'ti

tic intervention. On the other hand, the r-ecognition that mental diarjiuuses

14



are inexa,-t, but close enough, assures appropriate boundaries around the pro-

blem (c.g., the focus of treatment) as well as sufficient flexibility, given

cultutaL and individual differences, in treating the problem. The acceptable

1angg of di agims tic clos-eness i an emp it i cal q ties t ion that remains to be

deteiimincd.

IlU tJietapt.Iuti': alliancp (the special lelationship that develops bet...een

the therapist and the client [Frank, 1974; St rupt,, 1986; Kilbourne & Richard-

son. 1988]) is moLe important in the long t un tot helping most individuals

deal with their psychological problems than either diagnostic ot treatment

exactness. It is within the contest of the therapeutic alliance and certain

common clinical strategies (e.g.. cor-rective expetiences and feedback [Gold-

fried, 1980]) that an individual learns new ways to tackle unmet needs and un-

resolved coitflicts, distouted perceptions, irrational beliefs, negative affec-

tive states, faulty communication palterns, inapptopriate behaviors. unreward-

ing relationships, and to acquiie a positive sense of self.
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